Thoracoscopic needle aspiration is a good alternative for a centrally-located solitary pulmonary nodule (SPN) suspected of being lung cancer without severe pleural adhesion. The authors report the technique of thoracoscopic needle aspiration biopsy in a SPN just in the medial aspect of the truncus anterior pulmonary artery and the right upper lobe bronchus.
INTRODUCTION
Thoracoscopic needle aspiration biopsy has the greatest utility for the diagnosis of peripheral solitary pulmonary nodules (SPNs) that are suspected of being lung cancer.
However, for centrally-located SPNs adjacent to major vessels, open thoracotomy is usually performed to obtain pathologic specimens. The authors report the technique of thoracoscopic needle aspiration biopsy for a centrally-located SPN.
TECHNIQUE
Chest computed tomography (CT) scans showed an SPN 2.5 cm in size in just the medial aspect of the truncus anterior pulmonary artery and right upper lobe bronchus with no evidence of lymph node enlargement in the mediastinum (Fig.   1) . A double-lumen endotracheal tube was inserted under general anesthesia, and the patient was placed in the right lateral position. A 5-mm thoracoscopic port was made at the 6th intercostal space on the mid-axillary line and two 5-mm ports for thoracoscopic forceps and the aspiration needle were made at the 5th intercostal space on the anterior and posterior axillary lines. After a nodule was localized by palpation with the thoracoscopic forceps, a tumor biopsy specimen was obtained using a 5-mm endobiopsy aspiration cannula (Wisap, Munchen, Germany) (Fig. 2) .
The specimen was Giemsa-stained and examined cytologi- 
DISCUSSION
The diagnosis of SPN is one of the most common problems encountered by physicians treating diseases of the chest.
Low-suspicion lesions are frequently followed up by serial radiographs. However, SPNs with shapes resembling carcinoma and arising in patients with a smoking history are highly likely to be lung cancer and require an urgent definitive diagnosis. Larger central lesions lend themselves to bronchoscopic sampling, whereas smaller, peripheral lesions are commonly approached by percutaneous fine-needle aspiration under radiographic guidance [1] .
Percutaneous needle aspiration has a relatively low sensitivity versus thoracoscopic lung biopsy and it is not helpful at avoiding open lung biopsy because a negative result does not guarantee benignity [2, 3] . Thoracoscopic needle aspiration 
